Background: Child mental health services and related agencies are faced with an increasing challenge in responding to the influx of refugee children around the world. There is strong evidence on the prevalence and complexity of these children's mental health problems and broader needs. Aims: To review the research literature on risk and protective factors, and associated mental health interventions for refugee children. Methods: Peer-reviewed studies were included for the period 2004-2017; if they included refugee, asylum-seeking or internally displaced children under 18 years; and adopted a quantitative design. Vulnerability and protective factors for refugee children were considered in this context, followed by the respective types of interventions at pre-, peri-and postmigration stage, and across high-and low-/middle-income countries. Eighty-two peer-reviewed studies fulfilled the selection criteria. Results: The existing body of literature is largely based on identifying risk factors among children with mental health problems and predominantly designing trauma-focused interventions to reduce their symptomatic distress. Recent research and services have gradually shifted to a broader and dynamic resilience-building approach based on ecological theory, that is at child, family, school, community and societal level. There is increasing evidence for the implementation and effectiveness of multimodal interventions targeting all these levels, despite the methodological constraints in their evaluation. Conclusions: In high-income countries, child mental health services need to collaborate with all agencies in contact with refugee children, establish joint care pathways, and integrate trauma-focused interventions with family and community approaches. In low-and middle-income countries, where specialist resources are sparse, resilience-building should aim at maximising and upskilling existing capacity. A sixdimensional psychosocial model that applies to other children who experience complex trauma is proposed.
Introduction

Global trends
The number of people who had been compulsorily evicted from their living spaces due to persecution and conflict exceeded 65.6 million at the end of 2016 (United Nations High Commissioner for Refugees, 2017) . One in three of these people were refugees who had been forcibly displaced from their 'place of habitual residence', whereas the remaining consisted of internally displaced persons, who had moved to safer places intrastate, and asylum seekers who fled across the borders and lived in a host country while waiting for refugee status from the host government (UNHCR, 2011) . In the present review, the term 'refugee' will also include asylum-seeking and internally displaced children and young people.
Over one million refugees fled to European countries through sea routes alone during 2015 (International Organization for Migration, 2015) . More than 1,300,000 people made asylum claims within Europe during 2015; 90,000 of whom were unaccompanied children aged under 17 years (Eurostat, 2016) . Syrian refugees constitute the largest proportion (24%) of these numbers, with 5.5 million as a result of the civil war that started in 2011, followed by Afghans (11%) and Sudanese (6%) (UNHCR, 2017) . More than half of the refugee population comprises of children aged under 18 years (UNHCR, 2015) .
Despite clear and widely adopted statements made by the United Nation Convention on the Rights of the Children (1989) 'for a standard of living adequate for their physical, mental, spiritual, moral and social development' (Article 27); children are still the most vulnerable population due to fatalities, diseases, accidents, starvation, physical and sexual abuse and exploitation, as well as direct war impact. More than one billion children are presumed to reside in regions where there are ongoing armed conflicts, hence at high risk of persecution and violence (UNICEF, 2009) . Furthermore, approximately 29 million primary school-age children are not able to continue their education because of war-related circumstances (Global Coalition to Protect Education from Attack, 2015) .
Mental health problems and needs among refugee children
The multiple stressors that refugee minors experience before, during and after their displacement have been found to be associated with various types of mental health problems (Lustig et al., 2004) . Besides the physical health consequences of war, as an example of predisplacement trauma, there is widely established impact on children's mental health. Traumatic events include shelling, persecution, fear of death, loss of loving ones, lack of safety, witnessing people killed, or family members being arrested and humbled (Elbedour, Onwuegbuzie, Ghannam, Whitcome, & Hein, 2007) . This is exacerbated further through further postwar difficulties like forcible displacement, poverty, lack of education, discrimination, adaptation to a new culture, and language problems (Porter & Haslam, 2005) .
Epidemiological research has been carried out in different conflicts with Palestinian (Ahmad, Smetana, & Klimstra, 2015) ; Somalian (Ellis, MacDonald, Lincoln, & Cabral, 2008) ; Tibetan (Servan-Schreiber, Lin, & Birmaher, 1998); Cambodian (Sack et al., 1993) ; and Bosnian refugee children (Sujold zi c, Peternel, Kulenovi c, & Terzi c, 2006) . The findings of this research are consistent in illustrating that young refugees experience high levels of various kinds of psychopathology, predominantly posttraumatic stress disorder (PTSD), depression, anxiety and behavioural problems (Jensen, Fjermestad, Granly, & Wilhelmsen, 2015) . These mental health problems are higher among the more vulnerable unaccompanied minors (Huemer et al., 2009) .
The established prevalence rates of mental health problems among refugee children vary across studies due to sampling or measurement differences, or because of being exposed to divergent traumatic events. Overall PTSD has been shown to have the highest prevalence compared to other types of psychopathology, albeit with high comorbidity, and strong association with the proximity and severity of the traumatic event. These findings depend on the measure (interview, rating scale, informants), with some studies referring to diagnosable conditions and others establishing subthreshold scores of sufficient severity to merit assessment and potential treatment. In a study with 331 Sudanese children exposed to war trauma, for example as many as 75% reported significant PTSD reactions, while 38% reported depressive symptoms (Morgos, Worden, & Gupta, 2008) . Likewise, 54% of participating 121 Palestinian children reported severe and 33% moderate PTSD symptoms (Qouta, Punam€ aki, & El Sarraj, 2003) .
Prevalence rates for established or subthreshold depressive episodes for refugee children and adolescents range between 25% (Montgomery, 2010) and 50% (Heptinstall, Sethna, & Taylor, 2004) ; with an even wider range for anxiety symptoms between 15% (Goldin, H€ aggl€ of, Levin, & Persson, 2008) and 95% (Elbedour et al., 2007) . The average rates for depression and anxiety among refugee children have been estimated at approximately 43% and 27% respectively (Attanayake et al., 2009) . Interestingly, different mechanisms have been associated with PTSD (mainly predicted by past experiences) and depression/anxiety (predominantly current adversity) among the multiplicity of risk factors. The understanding of these underpinning mechanisms is essential in developing both preventive and responsive interventions. It is also important to consider mental health problems in a wider context of 'needs' when considering interventions, as mental health problems are strongly associated with physical, developmental, social and educational needs; as well as the cultural context of different types of psychopathology, especially PTSD (Vostanis, 2016a ). Thus, current evidence and gaps in the literature on risk and protective factors will be considered concurrently along different domains in this review, followed by related interventions and service delivery in high-and low-/middle-income countries respectively.
Methods
Theoretical framework
The search was divided into three parts aimed at ensuring that the review covered risk and protective factors, interventions and services regarding the mental health of refugee children. This process was driven by a conceptual framework, that is Bronfenbrenner's ecological theory (1979) . The earlier child-focused approach to trauma and resilience (Apfel & Simon, 1996) has evolved and is increasingly widely understood within an ecological framework, thus building upon the interaction between individual, family and sociocultural factors. In addition to children's individual characteristics, therefore, micro-and macrosettings are important in mediating or moderating war trauma and subsequent adversities, thus in developing interventions and services (Betancourt & Khan, 2008; Tol et al., 2010) .
Although the majority of research with refugee children has focused on vulnerabilities for those with mental health problems, in recent years there has been increasing interest in resilience factors for children who do not develop any psychopathology. 'Resilience' thus protects some children in spite of their exposure to traumatic events including pre-and postmigration stressors (Pieloch, McCullough, & Marks, 2016) .
There is also an expanding view of resilience as a dynamic process that is affected by the child's sociocultural or conflict context, rather than merely counterbalancing the effect of risk factors (Tol, Song, & Jordans, 2013) . Crucially, the integration of all these protective layers (from safety and meeting basic needs to therapeutic interventions) is perceived as essential by refugee children and young people, whether resettled in countries like the United Kingdom (O'Reilly, Majumder, Karim, & Vostanis, 2015) or, for example Syrian refugees living in Jordan (Wells, Steel, Abo-Hilal, Hassan, & Lawsin, 2016) .
Studies that met the following selection criteria were considered for inclusion in the review:
• Written in English language.
• Peer-reviewed studies published between the years 2004 and 2017, a period determined to complement the three main systematic reviews on the mental health of child refugees Lustig et al., 2004; Reed, Fazel, Jones, Panter-Brick, & Stein, 2012) .
• Adopted a quantitative research design.
• Included children between the ages of 0 and 18 years who had been forcibly displaced, that is refugees, asylum seekers and internally displaced minors, as participants; but not children exposed to war conflict without fulfilling the previous criteria.
• Studies related to the mental health field. 
Results
Overall, 82 peer-reviewed studies covering risk and protective factors, interventions and service delivery were included in the present review, by applying the inclusion and exclusion criteria stated above (Figure 1) . Because of word count constraints, only representative studies (n = 52) were quoted in the text, with the remaining being included as a Appendix S1. This overview of the literature is structured separately for high-income countries (HIC) and low-and middle-income countries (LMIC) in terms of interventions and service provision, because of their different context and implications (Table 1) .
Risk and protective factors
Individual factors. Age. Although studies on the effect of age have inconclusive findings (Ellis et al., 2008; Hodes, Jagdev, Chandra, & Cunniff, 2008) , most have found an increasing prevalence of mental health problems with age, which was attributed to older children experiencing more traumatic events and having greater cognitive capacity to process their impact (Bean, Derluyn, Eurelings-Bontekoe, Broekaert, & Spinhoven, 2007; . In contrast, one other study found younger age to be a risk factor for PTSD, and suggested that older children are more able to develop effective coping strategies (Mels, Derluyn, Broekaert, & Rosseel, 2010) .
resources identified
Gender. Gender differences in mental health problems and associated risk or protective factors among refugee children have largely been consistent with the general population literature, with girls reporting significantly higher rates of internalising problems, while boys exhibiting more externalising behaviours Morgos et al., 2008) . No gender effects were detected by some studies, especially in relation to PTSD (Kia-Keating & Ellis, 2007) . Some authors have explained these trends in the use of different coping strategies, that is boys using more problem-solving and girls commonly using emotion-focused strategies (AlArjani, Thabet, & Vostanis, 2008) .
Coping strategies. Although early studies focused on the importance of understanding coping strategies which individuals use to handle various kinds of stressful situations, there has been scarce evidence indicating the effect of coping strategies on the relationship between war exposure and the mental health of refugee children (Thabet & Vostanis, 2015) . The categorisation into emotion-and problem-focused strategies is the most commonly identified in the literature among refugee children (Khamis, 2015; Thabet, El-Buhaisi, & Vostanis, 2014) . A study with Bosnian refugee youth demonstrated that those who used emotional regulation, problem-solving and/or cognitive restructuring reported significantly less PTSD symptoms compared to their peers who used strategies such as avoidance (Howell et al., 2014) .
Family-related factors. Several researchers have explored whether family-related factors such as the parent-child relationship, family environment, perceived family support and parents' psychological functioning have mediating or moderating impact on the relationship between exposure to traumatic events and mental health problems among young refugees (Hodes et al., 2008; Montgomery & Foldspang, 2006) . A common finding was the strong association between refugee parents/ caregivers' and children's mental health problems. For example, parents' ill mental health was a risk factor for children's emotional and behavioural problems at asylum seekers' centres in Germany, (Wiegersma, Stellinga-Boelen, & Reijneveld, 2011) . Kunama refugee adolescents' internalising and externalising symptoms were predicted by their caregivers' levels of distress (Betancourt, Yudron, Wheaton, & Smith-Fawzi, 2012) . In contrast, perceived parental support has been found to have a protective effect for mental health problems (Drury & Williams, 2012) . In a study with Palestinian children, those who perceived their parents as supportive reported significantly lower PTSD symptoms (Thabet, Ibraheem, Shivram, Van Milligen, & Vostanis, 2009 ). Among displaced Bosnian adolescents, family connectedness was found as a protective factor for depression symptoms (Sujold zi c et al., 2006) . Family acceptance and social support have been shown to moderate a number of vulnerabilities among former child soldiers . These findings have informed interventions to improve the quality of the parent-child relationship as an adjunct to trauma-focused therapy (Catani, Schauer, & Neuner, 2008) .
Societal and cultural factors. These include difficulties of adaptation to the culture and language of the host country, school integration and attainment, and facing discrimination (Ellis et al., 2008; Hodes et al., 2008) . In a study with refugee adolescents from the Middle East, experience of discrimination was significantly associated with internalising symptoms, whereas externalising symptoms were related to school exclusion (Montgomery, 2008) . A study with Ethiopian refugee youth revealed that difficulties in adaptation to the community and aggressive behaviours were strongly correlated (Betancourt et al., 2012) . A number of community factors such as safety, criminality and stigma were associated with persistence of mental health problems among former child soldiers in Sierra Leone (Betancourt, Mc Bain, Newnham, & Brennan, 2014) .
Indeed, each element of the ecological framework is important in understanding which factors can increase or ameliorate the impact of the experiences on refugee children. These factors are often interdependent, for example alienation from the host society leading to parental mental health problems and impaired parenting capacity, with a resulting higher risk of child maltreatment. All these levels of factors potentially affecting and protecting refugee children's mental health are increasingly taken into consideration in the development of comprehensive intervention programmes, although, on the whole, these programmes are in their infancy in terms of evidencebase and generalisability.
Placing the evidence in service context
As outlined above, the considerable heterogeneity among risk and protective factors can be a barrier in planning and implementing services with emphasis on prevention, recognition and treatment of child mental health problems. Reed et al. (2012) proposed a conceptual framework to understand such ecological and chronological determinants, by depicting the child at the centre of the effects of individual, family, community and 
Interventions in Low-and Middle-Income Countries (LMIC)
Despite the vast majority of studies exploring risk and resilience factors in the mental health of refugee children literature, relatively less attention has been given to practice-based studies that evaluate the implementation and effectiveness of interventions in this population. This scarcity is even more salient in LMIC, although the vast majority of refugee populations are being hosted by these developing countries (UNHCR, 2017 ). An important consideration related to competencies, costs and availability concerns the level of delivery of the intervention, with the ongoing recognition of the need for nonspecialist implementation in low-resource settings.
In that respect, the CBT-focused Teaching Recovery Techniques programme can be facilitated by nonspecialists with appropriate training; this has shown promising impact on PTSD and other emotional symptoms in Palestinian children (Barron, Abdallah, & Smith, 2016; Lange-Nielsen et al., 2012) . In a study with Ugandan refugee youth, interpersonal group psychotherapy led to reduction of depression symptoms among girls, but there was no significant impact on boys or conduct problems; in contrast, depression symptoms did not respond to creative activities (Bolton et al., 2007) .
Family-based interventions are essential in refugee contexts, as migration factors impact on the family as a whole. Experiencing stressful life events while migrating, the loss of a family member, family support networks, or family traditions and values might have a negative influence on the mental health state of a child. In addition, families and communities can be collective victims of persecution for cultural, ethnic or political reasons. The family, as a unit in the aftermath of trauma, can, however, also represent a source of resilience (Thabet et al., 2009) .
To date, there has been limited evidence on adapted parent training or attachment-focused programmes in LMIC. A study conducted in Burundi with mothers and their 10-to 14-year-old children evaluated the impact of a brief psychoeducational intervention that included topics such as child mental health problems and problem-managing strategies for parents to help their children (Jordans, Tol, Ndayisaba, & Komproe, 2013) . Following two sessions of group psychoeducation, there was reduction in children's behavioural problems. Another interesting psychoeducation mother and baby group programme was combined with nutritional support for mothers in Uganda. Compared with nutritional support alone, mothers in the experimental group increased their emotional responsiveness to their infant and availability of play materials, and improved in their mood state (Morris et al., 2012) .
In designing and evaluating interventions in these contexts, there are both methodological and clinical challenges to consider. The limited existing evidence is based on family groups living in different contexts such as internally displaced or resettled at another country; and on pre-postintervention comparisons, RCT or quasiexperimental designs. Other dilemmas include whether family interventions should primarily focus on traumarelated symptoms, or rather on daily living problems and a restoration of resilience or coping skills, thus integrating family-level processes into individual and community strategies.
There is relative scarcity of evidence of community and social interventions for refugee youth in LMIC. The majority of studies have been conducted in refugee camps, with narrative exposure, creative, interpersonal therapy, and psychosocial activities leading to symptomatic and functional improvement (Tyrer & Fazel, 2014) . In a study with Chechen refugee adolescents living in Russia, an emergency education programme was implemented to increase the sense of social support, and to relieve strains such as idleness and lack of safety (Betancourt, 2005) . Following 7-8 months of the intervention, young participants reported that they felt more socially supported, were engaged in meaningful activities and had access to appropriate spaces.
Interventions in High-income Countries (HIC)
A range of predominantly trauma-focused interventions from different theoretical frameworks have been reported, with a variable degree of emerging evidence in HIC. Their designs and outcomes vary too, although on the whole reduction of PTSD symptoms has been the primary outcome, with more recent interest in enhancing coping strategies and well-being. The context also varies, with interventions being conducted individually or in groups; by specialists, nonspecialists or a combination of the two as cofacilitators. Some interventions have been purposefully developed with refugee children's needs in mind, while others have been adapted.
In a review by Murray, Davidson, and Schweitzer (2010) that included studies with both adults and children, interventions in the host country that targeted culturally homogenous groups indicated moderate to large effect size in decreasing PTSD and anxiety symptoms. A child-specific systematic review by Jordans, Tol, Komproe, and De Jong (2009) identified a shift from specialist to primary care and community settings for an increasing number of interventions of variable theoretical approaches and often not rigorous designs. The most reported frameworks are cognitive behavioural, exposure, narrative, testimonial, interpersonal, reprocessing, eye movement desensitisation and creative therapies, mostly aiming at the reconstruction of traumatic experiences (Ehntholot & Yule, 2006; Vostanis, 2014a Vostanis, , 2014b .
Eye movement desensitisation and reprocessing (EMDR) with Bosnian children who were seeking asylum in Sweden was associated with significant reduction in posttraumatic stress symptoms and improved adaptive functioning (Oras, Ezpeleta, & Ahmad, 2004) .
In a randomised controlled trial with refugee youth from different countries of origin living in Germany, the efficacy of narrative exposure therapy was assessed. After 10 sessions, children's PTSD symptoms decreased and their functionality improved, with these outcomes being sustained at 12 months (Ruf et al., 2010 ). In contrast, sustainability of postintervention benefits has not usually been addressed through existing designs (Ehntholt, Smith, & Yule, 2005) .
Despite evidence and guidelines on the use of family interventions for children who have experienced other types of trauma such as abuse or domestic violence, there is limited knowledge on their application and specificity for refugee children and their families. Bj€ orn, Bod en, Sydsj€ o, and Gustafsson (2013) implemented a brief family therapy programme with Bosnian children residing in Sweden. During the sessions, children aged 5-12 years, their parents and siblings worked through key themes such as life before and after the war, the current situation, and coping strategies used by family members individually and as a unit. Parent interviews and child play-diagnostic techniques were used to capture children's improved adaptive capacity in their host country. Even short-term family interventions were found to have positive effects on refugee children's mental well-being.
In a systematic review of school and community-based interventions for refugee and asylum-seeking children, two thirds of the 21 studies that met inclusion criteria took place in high-income countries in either a school or community setting (Tyrer & Fazel, 2014) . The emphasis of interventions was mainly on past traumatic events, either applying verbal processing or creative techniques, or a combination. The authors concluded that both intervention approaches demonstrated significant improvement in symptomatology (depression, anxiety, PTSD and peer problems), with effect sizes ranging from 0.31 to 0.93, which were mainly available for interventions focusing on verbal processing of past experiences. Overall, both individual and group interventions, as well as short-and long-term treatment, proved to be effective, mostly in school settings.
Societal or multimodal interventions take into account cultural adaptation and perpetuating psychosocial challenges (Tyrer & Fazel, 2014) . These aim at addressing complex problems that refugee children might face, ranging from lack of services and stable housing to difficulties with language proficiency, or challenges in terms of bureaucracy and education. The restoration of a supportive environment for the young person and their family is crucial in stabilising psychological well-being (Betancourt & Williams, 2008) , thus complementing individual and family interventions (Miller & Rasmussen, 2010) . In a multimodal study with 68 refugee children and youth living in the United States, the impact of 3 years of a community-based mental health programme that included individual, group and family interventions, as well as psychiatric services, was assessed (Birman et al., 2008) . The findings indicated a reduction in children's PTSD, depression and anxiety symptoms over time, although this improvement was not associated with the dosage of services received.
In addition, society-related interventions particularly take into account the challenges implicated in the transition from one culture to another, by harnessing cultural resources and networks (Tingvold, Hauff, Allen, & Middelthon, 2012) . From a developmental perspective, it is important to highlight aspects of upbringing and becoming an adult, which might vary considerably between the country of origin and the country of asylum. So far, almost no multimodal interventions have been reported, a notable exception being the multitiered programme for refugee children in the United States that was associated with a range of positive outcomes (Ellis et al., 2013) . A number of factors, such as mental health concepts, stigma, access, treatment choice and cultural adaptation of therapies, have all been found to influence refugee children's engagement with mental health services in high-income countries (O'Reilly et al., 2015) . In addition to responsive interventions, there is increasing recognition of the need for preventing programmes, whether universal or targeted, which are so far also faced with the methodological and conceptual challenges described previously (Baum et al., 2013; Peltonen & Punamaki, 2010; Sullivan & Simonsen, 2016) .
Discussion
This paper critically considers the recent literature on service responses to the increasing numbers of refugee children, young people and their families. The review links epidemiological findings, with knowledge on the impact of both risk and particularly resilience factors, and emerging interventions at child, family, school and community level. Implementation is discussed for both high-and low-/middle-income countries. Miller and Rasmussen (2010) sought to bridge the split between trauma-focused and psychosocial approaches by emphasising the role that daily stressors play in mediating direct war exposure and mental health outcomes. Consequently, they recommend the assessment of salient daily stressors before providing specialist interventions that focus on psychological trauma; and which can reach beyond PTSD to the diverse expressions of distress. Such an approach is increasingly endorsed by humanitarian and developmental nongovernmental organisations (NGOs) operating in zones of conflict or following natural disasters. As refugee children's mental health needs transgress services, responses should be planned collaboratively between organisations and their operational agencies by making a number of key considerations.
First, there are commonalities in adopting a combination of trauma-focused and resilience-building interventions for refugee children in all countries, albeit not often driven by an overarching framework such as the socioecological model (Kohrt, 2013) . There are also differences in their applications across diverse systems such as children internally displaced or seeking asylum in lowincome countries, and those resettled in high-income health care systems (Vostanis, 2016b) . Second, in line with the latter, pre-, peri-and postmigration processes are likely to require adapted approaches. Third, cultural factors should be taken into consideration. These include the cultural sensitivity of the intervention and its targeted mental health constructs (such as predominantly targeting PTSD symptoms), or the choice of assessment tool. A developmental perspective is also important, that is how symptoms of PTSD may change, or how a family intervention needs to be adapted over the life span.
In high-income countries with relatively welldeveloped mental health services, many of these issues apply, albeit with a stronger emphasis on specialist resources and surrounding systems. Here the challenges are to establish joint care pathways to address the well-evidenced level of unmet need through limited recognition of mental health problems, predominantly following social rather than health care routes (De Anstiss, Ziaian, Procter, Warland, & Baghurst, 2009; Michelson & Sclare, 2009 ) in order to enhance access and engagement (Howard & Hodes, 2000) . It is increasingly important to understand and incorporate young users' help-seeking views and preferences, for example through schools, youth or religious agencies (Ellis et al., 2010) , and informal support networks (Groark, Sclare, & Raval, 2010) . Staff training and the appropriate use of interpreters (Rousseau, Measham, & Moro, 2011) should be factored in service planning.
Low-and middle-income countries are constrained by a number of barriers, namely the lack of policies and organised service systems (including child protection) and services; constant flux of refugee populations in transit, contrasting chronic placement in refugee camps, or ad hoc dispersion within the general population; high risk of exploitation of unaccompanied minors; and collective impact on communities, particularly in cases of internal displacement (Vostanis, 2014b) . The co-ordination and common direction between international, national and local NGOs, of both humanitarian and developmental remit, with existing statutory agencies, requires the adoption of common principles and complementary objectives. Such a comprehensive psychosocial model is presented below, with six hierarchical and interconnected service levels, of providing safety, nurturing caregiving and environments, resilience through schools and communities, nonspecialist resilience-building interventions, trauma-focused or other psychological interventions, and cost-effective access to mental health care (Figure 2 ). This model takes into consideration the evidence that a substantial proportion of refugee children do not develop mental health problems, but nevertheless require supportive settings to nurture their growth. It is acknowledged that there is variable extent and quality of evidence supporting each dimension of the model, and that further research is required to address gaps such as therapeutic applications by nonmental health practitioners.
Conclusions
Refugee children pose a significant public health challenge across the world, particularly in relation to the extensive rates of their unmet mental health needs. These complex needs require a multimodal approach by designing interventions with integrated components that mirror the child's current situation throughout the migration process, that is at individual, family, community/school and society level. Furthermore, it is of great importance to develop a research agenda on how to best design, implement and evaluate interventions in order to inform future policy, service planning, resource use and practice.
